A. L., AGED 13 months. Parents healthy. Seven children alive and well. Birth at full term. Breech presentation and difficult labour. It was noticed on the day of birth that the legs were disproportionately small and that they could not be passively straightened owing to flexor contracture at hip and knee. When 2 days old he was taken to Great Ormnond Street Hospital and was treated with splints and massage. Later he was treated at Guy's Hospital. The contracture of the legs has diminished but he has never moved them below the knees. He is a well-nourished, intelligent child. The head and upper extremities are quite normal. He cannot sit up properly, though he constantly makes the attempt to do so. The thighs, and more especially the legs, are small and there is flexor contracture at hip and knee. The thigh muscles-flexor, extensor, adductor and abductor-are weak, but movements are readily and quickly performed. No movement of any muscle below the knees, and in these muscles there is no response either to faradism or galvanism. There is marked backward tilting of the pelvis due to psoas weakness. There is no sensory loss. The kneejerks have not been obtained. There is a marked post-anal dimple.
which lesions of the lenticular nucleus were constantly found. He had nothing to say in regard to the pathology of these cases, except that he believed Dr. Gordon Holmes had recently examined one of them post mortem, and did not succeed in finding anything abnormal in the brain.
A Peculiar Case of Congenital Paralysis.
By JAMES COLLIER, M.D.
A. L., AGED 13 months. Parents healthy. Seven children alive and well. Birth at full term. Breech presentation and difficult labour. It was noticed on the day of birth that the legs were disproportionately small and that they could not be passively straightened owing to flexor contracture at hip and knee. When 2 days old he was taken to Great Ormnond Street Hospital and was treated with splints and massage. Later he was treated at Guy's Hospital. The contracture of the legs has diminished but he has never moved them below the knees. He is a well-nourished, intelligent child. The head and upper extremities are quite normal. He cannot sit up properly, though he constantly makes the attempt to do so. The thighs, and more especially the legs, are small and there is flexor contracture at hip and knee. The thigh muscles-flexor, extensor, adductor and abductor-are weak, but movements are readily and quickly performed. No movement of any muscle below the knees, and in these muscles there is no response either to faradism or galvanism. There is marked backward tilting of the pelvis due to psoas weakness. There is no sensory loss. The kneejerks have not been obtained. There is a marked post-anal dimple.
A skiagram of the back shows that the vertebra, arches and spines are normal.
Paralysis of Sixth and Seventh Cranial Nerves in a Child.
By JAMES TAYLOR, M.D.
I. W., FEMALE, aged 6. She had measles in March but made a good recovery. Her left eye Was noticed to "turn" in the middle of September. She had a slight knock on the head two weeks earlier, and her mother noticed that after this she was much quieter and less lively than before. She was brought to the Royal London Ophthalmic Hospital on November 20 and seen by Mr. Worth, who referred her to me. The condition is one of internal strabismus of left eye and paralysis of left side of face. There is also perhaps some weakness of inward movement of right eye, and the question arises whether the paralysis is of cerebral or peripheral origin.
DISCUSSION.
Dr. TAYLOR said he was interested in the statement recently made that paralysis of one sixth nerve as a result of cold was frequent. On this subject he had always felt strong doubts, because it was known that paralysis of the seventh nerve after cold was very common, but he had never seen the association of paralysis of the sixth and seventh nerves after cold. In this child he regarded the causal condition as a central one, and he feared there was a tumour, probably a glioma, starting in the region of the sixth nucleus on one side.
Dr. HENRY HEAD asked if the involvement of the seventh nerve was ever due to cold; did cold play a part in the causation of Bell's paralysis ? Was not facial paralysis one of a great group of nerve lesions of various kinds, which arose in consequence of conditions of which, as yet, very little was known? The best example was herpes zoster, which no one now thought of attributing to cold. The commonest area for peripheral lesions was the face, but the external popliteal might also be affected and other nerves might be attacked, where they either lay in bony canals or passed in close connexion with bone. He questioned whether they had a right to say that cold played any part in the genesis of ordinary facial paralysis. The question was whether such cases of paralysis did not belong to a great set of diseases, the causes of which were still unknown, but which could be observed to occur in groups or cycles.
Dr. WILFRED HARRIS asked if the taste sensation had been tested, and said that if it was a peripheral lesion of the seventh nerve, whether due to cold or not, it was probably due to a degenerative neuritis below the geniculate ganglion. Such cases were most intense in the neighbourhood of this ganglion. In severe rheumatic facial palsy, loss of taste on the front half of the tongue was almost invariable. If this case was of that type, the patient should have lost taste, but not if the lesion was central.
Dr. F. E. BATTEN said that if the lesion in this case was nuclear there should be weakness of the internal rectus on the opposite side, and failure in conjugate deviation of the eyes to the paralysed side. There seemed to be no evidence of this, and therefore he assumed the lesion was peripheral to the nucleus of the sixth. Possibly there might be a nuclear lesion in the seventh which at the same time affected the fibres of the sixth after they left the nucleus. He had seen a lesion of the seventh nerve nucleus in a case of poliomyelitis, leaving the sixth nucleus intact.
Dr. JAMES TAYLOR, in reply, said he had grave doubts as to cold alone causing anything of this kind; but in some cases the history of exposure to cold before the onset of the paralysis was so definite that one was justified in looking on cold as a predisposing cause. He agreed that often facial paralysis could be observed to occur in epidemics of herpes zoster. He had seen herpes associated with that paralysis, and he considered there was something in common between the two; still, he demurred to the tendency to abolish cold as a contributing cause of facial paralysis. He agreed with Dr. Batten and Dr. Buzzard in holding that facial paralysis was by no means invariably associated with loss of taste, and thought Dr. Harris had misunderstood him with regard to the case, as he brought it forward to elicit opinions as to whether the cause was central or peripheral. There was no affection of taste in the patient. It was true there was a possibility of poliomyelitis in the case, but he thought, contrary to Dr. Batten, that there was weakness in the internal movement of the right eye. Dr. Holmes, when examining the case independently, came to the same conclusion, and thought the condition was the result of an affection of the sixth nucleus on the left side.
